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Immigrant Health Disparities:
Does Neighborliness Improve Health?
Kofi Danso 
Minnesota	State	University—Mankato
Using	data	from	the	California	Health	Interview	Survey,	this	cross-sec-
tional	study	examined	the	differential	role	of	neighborhood	social	capital	
and	other	socio-demographic	variables	in	predicting	the	health	of	immi-
grants	and	native-born	Americans.	The	results	revealed	a	statistically	
significant	 association	between	age,	marital	 status,	 and	poverty	 level,	
English	 proficiency,	 education	 and	 employment,	 self-reported	 health,	
and	immigrant	and	non-immigrant	status.	With	the	exception	of	neigh-
borhood	trust,	neighborhood	social	capital	indicators	such	as	social	cohe-
sion,	neighborhood	safety,	and	civic	participation	were	found	to	signifi-
cantly	predict	both	immigrant	and	non-immigrant	health.	Neighborhood	
trust	was	significant	for	non-immigrants,	but	was	not	predictive	of	im-
migrant	health.	This	study	emphasizes	the	importance	of	neighborhood	
social	interactions	as	vital	to	individuals’	health	and	well-being.
 Migrant movements and transnational migration globally 
continue to influence population dynamics of most countries, 
including the United States. The population of immigrants in 
the United States is projected to grow from 40 million in 2010 to 
81 million by 2050 (Grieco et al., 2012). The vulnerability of im-
migrants (see Aday, 2001; Derose, Escarce, & Lurie, 2007; Finch, 
Kolody, & Vega, 2000; Timmins, 2002), coupled with the potential 
consequences of their social environment, makes it imperative 
that we explore further the impact of social capital, particularly 
neighborhood social capital, on their health outcomes and dis-
parities. Similarly, the growing ethnic diversity resultant from 
the increasing immigrant population in the U.S. offers a unique 
opportunity to explore the impact of social capital on diverse 
groups of people (Arneil, 2006; Putnam, 2007) and their health. 
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 The application of social capital framework is relevant in 
this study since most immigrants may not have their families, 
friends, neighbors, and other networks as they used to have in 
their countries of origin, thereby increasing the tendency for 
isolation, coupled with the stress associated with migration and 
acculturation (Kao, 2004; Lassetter & Callister, 2009). As a result, 
immigrants may have fewer obligations or expectations, less in-
formation, and different social norms associated with relation-
ships and networks (Kao, 2004) in their host country. Available 
studies on heath disparities demonstrate that race, ethnicity, so-
cioeconomic status, and nativity influence the health and treat-
ment of individuals and families, especially in a multicultural 
society like the United States (Danso, 2016; Isaacs & Schroeder, 
2004; Keppel, 2007; Lasser, Himmelstein, & Woolhandler, 2006; 
Smedley, Stith, & Nelson, 2002). Even though social capital may 
be useful for any population, limited studies exist on social 
capital and immigrant health as compared to their native-born 
counterparts (Zhao, Xue, & Gilkinson, 2010). Again, less re-
search has been conducted to understand the broad spectrum 
of neighborhood social connections involved in the complex 
mix of social determinants and their relationship to immigrant 
health disparities. Therefore, this study applied neighborhood 
social capital theory as a conceptual framework. 
Neighborhood Social Capital and Health Outcome
 In this study, we examined the role of neighborhood so-
cial capital on immigrant and non-immigrant health. Specifi-
cally, this conceptual framework suggests that immigrants and 
non-immigrants with limited or no neighborhood social capital 
(i.e., lower or negative) are more likely to have poor health out-
comes compared with those with higher or positive neighbor-
hood social capital. This perspective recognizes that the health 
of individuals cannot be understood only through the biomedi-
cal model, but rather it should incorporate a better understand-
ing of the local context and the quality and quantity of social 
network interactions available. 
 Broadly speaking, the concept of social capital, according to 
Dasgupta (2000), is a multifaceted phenomenon that can be con-
sidered a public good with the potential to positively influence 
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health outcomes. Social capital is the quality and quantity of 
social interactions experienced by individuals in the family and 
neighborhood or community (Coleman, 1990; Putnam, 1993). 
Community-based or neighborhood social capital is traceable to 
the early works of Bourdieu (1986), Coleman (1988), and Putnam 
(1993, 2000). The use of neighborhood social capital is grounded 
in the original conceptualization of Bourdieu’s (1986) postula-
tion of the relevance of neighborhoods or community as a re-
source available to individuals because of their membership to 
a group or social networks. 
 According to Coleman (1988) and Carpiano (2007, 2008), 
community or neighborhood social capital resides outside of the 
family and exists in geographically bounded locations. These are 
ties or interrelations between individuals and families in com-
munities. The consideration of neighborhood social capital sug-
gests that in addition to community socio-economic and physical 
characteristics, the social interactions of individuals and families 
in neighborhoods are equally important determinants of individ-
ual’s health and functioning (Carpiano et al., 2008; Halpern, 2005; 
Kawachi, Subramanian, & Kim, 2008; van Hooijdonk, Droomers, 
Deerenberg, Mackenbach, & Kunst, 2008). These group-level so-
cial norms are characteristic of civic participation, and a sense of 
reciprocity and trust that are reinforced through social interac-
tions in the community (Putnam, 2000).
 In two major studies using the Longitudinal Survey of Im-
migrants to Canada, Zhao (2007) and Zhao, Xue, and Gilkinson 
(2010) found that recent immigrants with a network and social 
support of friends had a decreased risk of health status decline. 
The findings of Zhao, Xue, and Gilkinson (2010), in particular, 
indicated that social capital in the form of friendship networks, 
density, ethnic diversity of friendship, membership in groups 
and organizations, and existing family ties during the initial 
four years after arrival had significant positive relationships 
to the health of immigrants. Newbold (2009) found that recent 
economic immigrants’ health starts to decline two years after 
arrival, though it is better than that of refugees. However, so-
cial group membership and having family and friends in close 
proximity was not found to be significant in his research. Im-
migrants who engaged in monthly social interactions with fam-
ily and friends were less likely to report poor health, compared 
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to diminished health for those whose contact was less than a 
monthly interval. Newbold’s study certainly pointed to the fact 
that not all social interactions have positive health outcomes. 
 Using the Los Angeles Family and Neighborhood Survey 
for a study grounded in Bourdieu’s formulation and theoretical 
foundation, Carpiano (2007, 2008) found that specific forms of 
social capital (i.e., neighborhood social support, social leverage, 
informal social control, and neighborhood organization partic-
ipation) have different health behavior and health outcomes. In 
a cross-sectional investigation using a national representative 
sample, Mohnen, Groenewegen, Völker, and Flap (2011) found 
a positive association between neighborhood social capital and 
individual health. In their study, the relationship of social capi-
tal was particularly profound for individuals residing in urban 
neighborhoods. In a recent study, Carpiano and Hystad (2011) 
also demonstrated that although the measure of a sense of com-
munity was associated with measures of network-based social 
capital, neighborhood network-based social capital was signifi-
cantly associated with the health and mental health of urban 
residents as compared to rural residents. This was particularly 
the case when dealing with the number of people that individ-
uals know in a community.
 One of the elements that is considered as a function of so-
cial capital is neighborhood safety. Scholars have explored the 
usefulness of perceived neighborhood safety on health. In a 
study of neighborhood life, social capital, and health, research-
ers found that neighborhood safety was related to physical and 
mental health (Ziersch, Baum, MacDougall, & Putland, 2005). A 
similar result was found in a study conducted by Baum, Ziersch, 
Zhang, and Osborne (2009). They found that differences in place 
of residence contributed to health disparities of residents, espe-
cially considering residents’ perception of neighborhood safe-
ty and cohesion. Furthermore, in a cross-sectional study of the 
association between neighborhood social capital and mortality, 
Lochner, Kawachi, Brennan, and Buka (2003) found that factors 
such as trust, reciprocity, and civic participation were associ-
ated with lower neighborhood death rates after controlling for 
material deprivation. 
 Recognizing the growing interest in social determinants of 
health and health disparities, we explored neighborhood social 
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capital such as neighborhood civic engagement, neighborhood 
trust, neighborhood safety, social cohesion, and its potential im-
pact on health outcomes. Our investigation was grounded in 
the socio-environmental or ecological perspective espoused in 
social science research. This perspective emphasizes the con-
tributory role of the various influences within the social envi-
ronment on human behavior (Haight & Taylor, 2006). 
 Therefore, our investigation had two main objectives: (a) to 
examine the influence of neighborhood social capital on health; 
and (b) to ascertain whether the health effects of the various di-
mensions of neighborhood social capital vary with immigrant 
status (i.e., immigrant or non-immigrant). 
Methods
 Data for this study were from the 2011–2012 California 
Health and Interview Survey (CHIS) Public Use Files, which is 
a biannual cross-sectional population-based health survey of 
non-institutionalized population residing in California. Partici-
pants in the CHIS were randomly selected using a random-dig-
it dial (RDD) telephone survey of about 42,935 adults using a 
multi-stage sample design. The sample for this study consisted 
of 25.9% (11,134 participants) immigrants and 74.1% (i.e., 31,801 
participants) non-immigrants. 
Measures  
 The outcome measured for this study was self-reported 
health. The self-rated health status was related to the question: 
“Would you say that your health is excellent, very good, good, 
fair, or poor?” This was measured using a 5-point Likert scale 
response from “excellent” (5) to “poor” (1), with the least score 
denoting the worst health; this was used as an ordinal variable. 
 Age, race, gender, education status, immigrant status, and 
poverty levels provided some socio-demographic information 
on respondents. Age of the respondents was categorized into 
an age distribution, such as 18–24, 25–49, 50–64, and 65 and 
above. Race was categorized into the following dummy vari-
ables: White (reference group), African Americans, Asian, and 
Hispanic. Gender was measured as female (reference group) or 
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male. Educational attainment was measured based on five cat-
egories. Each of the educational levels was coded as dummy 
variables: less than high school diploma (reference group), high 
school diploma, bachelor’s degree, and education beyond bach-
elor’s degree. The poverty level test measured family income 
as a percent of federal poverty line (FPL), which was income 
to poverty ratio based on the federal poverty line (i.e., at or be-
low and above federal poverty line). These were grouped into 
four levels: 0–99% (reference group), 100%–199%, 200%–299%, 
and 300% or more. Other independent variables included the 
following: respondent’s employment status (employed or not 
employed), whether the participant was insured (yes or no), 
whether the participant spoke English (yes or no), and marital 
status (married or not married). 
 The main independent variable is neighborhood social cap-
ital, which consists of multiple dimensions and questions re-
lated to respondents’ perception of their neighborhood such 
as neighborhood safety, neighborhood trust, social cohesion, 
and civic engagement or participation. For neighborhood safe-
ty, respondents were asked the question “Do you feel safe in 
your neighborhood all of the time, most of the time, some of the 
time, or none of the time?” The item related to social cohesion 
and a sense of reciprocity was, “People in my neighborhood are 
willing to help each other.” With regard to neighborhood trust, 
participants responded to, “People in this neighborhood can 
be trusted.” The responses to these items were scored using a 
4-point Likert-type scale with: strongly	agree = 4, agree = 3, dis-
agree = 2, and strongly	disagree = 1. These responses were recoded 
for the highest value to constitute higher neighborhood social 
capital, with the exception of civic engagement or participation. 
 There was also a question related to participants’ civic par-
ticipation in their community. Respondents were asked, “In the 
past 12 months, have you done any volunteer work or commu-
nity service that you have not been paid for?” The response to 
this question was either yes (1) or no (0). Similar to other stud-
ies conducted in the past, this study uses these dimensions of 
neighborhood social capital as individual measures, rather than 
as a composite measure (see Alegria, Sribney, & Mulvaney-Day, 
2007; Carpiano, 2007, 2008; Putnam, 2000) since there is no sin-
gle agreed upon measure of the construct.
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Results
 Univariate analyses were conducted on the characteristics 
of immigrants and non-immigrants (i.e., native-born) on all the 
variables in the study using SPSS software version 22.0. The de-
scriptive statistics of participants in the study are shown in Ta-
ble 1. Table 1 shows that for immigrants, the typical respondent 
in this study was female (59.0%), between 25–49 years of age 
(42.0%), mostly Hispanic (35.6%) with good health (31.0%), and 
most of them were married (59.2%). Additionally, most immi-
grants in the study had a college degree or higher (38.9%). About 
33.6% of immigrants had an income greater than or equal to 
300% of the federal poverty line, with 53.2% of the respondents 
employed. Over half (53.9%) of the immigrants were proficient 
in the English language. Non-immigrants were predominately 
White (75.9%), 65 or older (35.9%), with very good health (34.5%). 
The majority of the non-immigrants were females (58.2%), and 
most of them (59.4%) had an income greater than or equal to 
300% of the federal poverty line. Among non-immigrants, about 
46.4% and 49% were married and employed, respectively.
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Table 1. Sample Characteristics by Immigrant Status (n=42,935)
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 Estimations of averages and standard deviations of the 
neighborhood social capital variables were considered. Each 
of them ranged from 1–5, where the higher numbers indicated 
stronger agreement or endorsement of the item, with the excep-
tion of civic engagement (for which respondents either partic-
ipated in a civic activity or not). Immigrants reported a mean 
score of 3.31(SD = 0.80), 2.91(SD = 0.67), and 2.91(SD = 0.68) on 
neighborhood safety, trust, and social cohesion respectively, 
with a range of 1–4. A small number of immigrant respondents 
(29.5%) participated in civic activities in their neighborhoods. 
With regard to the neighborhood social capital dimensions, 
non-immigrants had slightly higher mean scores of 3.45(SD = 
0.67), 3.11(SD = 0.69), and 3.14(SD = 0.69) on neighborhood safety, 
trust, and social cohesion respectively. About half of the partic-
ipants (49.6%) engaged in civic activities in their neighborhoods. 
 Again, chi-square and one-way analysis of variance (ANO-
VA) tests were conducted to compare immigrants and non-im-
migrants on sample characteristics. A chi-square test of indepen-
dence was performed to examine the relation between gender 
and health. The relation between these variables was not signif-
icant, χ2(5, N = 42,934) = .79, p	= .793. A chi-square test of inde-
pendence was performed to examine the relation between mar-
ital status and health. The relation between these variables was 
significant, χ2(5, N = 42,934) = 94.65, p	< .001.  Those who were 
married reported fewer health conditions compared to those not 
married. A chi-square test of independence was performed to ex-
amine the relation between employment status and health. The 
relation between these variables was significant, χ2(5, N = 42,934) 
= 3166.88, p	< .001.  Those who were employed reported better 
health than those unemployed. Also, a chi-square test was per-
formed to examine the relation between having insurance and 
overall health. The relationship between these variables were sig-
nificant, χ2(5, N = 42,934) = 666.39, p < .001.  Individuals who had 
insurance reported fewer health conditions.
 Additionally, ANOVA procedures were used to determine 
any statistically significant difference between the two groups 
based on immigrant status. An analysis of variance showed sig-
nificant difference for health F(5, 42,929) = 67.998, p < 0.001, in-
come F(3, 42,931) = 1198.105, p < 0.001, race F(4, 42,930) = 5940.62, 
p < 0.001, age F(3, 42,931) = 477.58, p < 0.001, and education F(3, 
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42,931) = 2073.65, p < 0.001. Post-hoc tests (least squared differ-
ence) comparing differences between the two groups revealed 
that immigrant and non-immigrant health disparities were sig-
nificant. Broadly speaking, the chi-square and ANOVA results 
suggest that immigrants have health disadvantages compared 
to non-immigrants.
 Hierarchical linear regression analyses were undertaken 
separately for immigrant and non-immigrant subgroups with 
results summarized in Tables 2 and 3. Each multivariate analy-
sis had two models. The neighborhood social capital dimensions 
were entered last to allow for the observation of any significant 
contribution to the model. In Table 2, Model 1 of the hierarchi-
cal multiple regression analyses indicated a positive association 
between younger age, especially for individuals 18–24 (β	=	0.12, 
p < .001) and 25–49 (β	=	0.14, p < .001), and very good to excellent 
health among immigrants, compared to their counterparts who 
were 65 or older. 
 Immigrants between the ages of 50–60 years were not found 
to have significantly better health than those 65 or older. With 
regard to race/ethnic groups, Asian (β	=	-0.12, p < .001), Hispan-
ics (β	=	-0.06, p < .001), and other racial groups (β	=	-0.04, p < .001) 
were found to have negative health compared to Whites (i.e., 
European origin). Also, married immigrants (β	=	0.04, p < .001) 
reported better health. Similarly, immigrants with higher edu-
cation (β	=	0.16, p < .001) had better health than those with less 
than high school diploma. 
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 Immigrants who were employed (β	=	0.11, p < .001) had better 
health compared to those who were unemployed. The study also 
found that proficiency in the English language (β	=	0.18, p < .001) 
and an income greater or equal to 300% above the poverty line 
were significant predictors of better health among immigrants, 
compared to immigrants who were not proficient in English and 
had an income less than 100 percent of the federal poverty line. 
Surprisingly, health insurance coverage was not found to be a 
Table 2. Linear Regressions for Immigrants on
Self-Reported Health (n=11,134)
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significant predictor of immigrant health. Also, gender was not 
a predictor of immigrant health. Model 1 of Table 2, which has 
individual-level demographic and socioeconomic information, 
explained about 27% of the variance in immigrant health. Again, 
for immigrants, the inclusion of the neighborhood social capital 
variables such as social cohesion (β	=	0.05, p < .001), neighborhood 
safety (β	=	0.08, p < .001), and civic engagement (β	=	0.07, p < .001) in 
Model 2 were found to have significant associations with immi-
grant health disparities. Neighborhood trust (β	=	0.02, p < .05) was 
moderately associated with immigrant health with the overall 
Model 2, and explained about 28% of the variance in immigrant 
health disparities. Overall, both Models 1 and 2 were found to be 
positively associated with immigrant health disparities. 
 Generally, for non-immigrants, most of the socio-demo-
graphic variables were found to be statistically significant for 
their health, as seen in Model 1. Among U.S.-born citizens, race 
and age were found to be significant. Likewise, employment 
status (β	=	0.16, p < .001), insurance coverage, marital status (β 
=	0.06, p < .001), and gender (β	=	0.04, p < .001) were found to be 
significant predictors of health disparities of U.S.-born citizens. 
Similar to immigrants, higher levels of education were predic-
tive of the health of native-born Americans. Compared to indi-
viduals with less than a high school diploma, those with a high 
school diploma and higher had better health (i.e., high school 
diploma (β	=	0.09, p < .001), some college (β	=	0.10, p < .001) and 
college or higher (β	=	0.20, p < .001), as shown in model two. Pov-
erty levels contributed significantly to the determination of the 
health of native-born Americans in both Models 1 and 2. Model 
1 explained about 15% of the variance in the health of non-im-
migrants. The addition of neighborhood social capital variables 
(social cohesion, neighborhood trust, neighborhood safety, and 
civic engagement) in Model 2 helped to explain 18% of the vari-
ance in non-immigrant health disparities. Both models one and 
two were found to be statistically significant. 
Discussion
 The purpose of our study was to examine the role of neigh-
borhood social capital in predicting the self-rated health of 
immigrants and non-immigrants simultaneously. Our results 
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indicated a number of relevant findings that illustrated the 
importance of neighborhood social capital on the health of 
immigrants and non-immigrants, and the overall systematic 
differences in the pattern and magnitude in health disadvan-
tage that existed between the two subgroups. It further clari-
fied the health and social environment nexus for shaping the 
development of policies and programmatic interventions to 
minimize health disadvantage. The initial findings from the 
Table 3: Linear Regressions for US-born Citizens on 
Self-Reported Health (n = 31,801)
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chi-square and ANOVA analyses indicated major differences 
between immigrants and non-immigrants on a number of 
socio-demographic and neighborhood social capital dimen-
sions, such as social cohesion, neighborhood trust, safety, and 
civic engagement. More importantly, immigrants were found to 
have poorer health compared to non-immigrants.
 Among the various dimensions of neighborhood social cap-
ital, civic engagement, neighborhood safety, and social cohesion 
were found to play predictive roles in the health of both im-
migrants and non-immigrants. Certainly, individuals who con-
tribute to their community through civic engagement activities 
had a stake in the community, which consequently positively 
impacted their health. These kinds of community engagements 
may be directed toward projects that are health-promoting for 
community members. The profound impact of a safe neighbor-
hood on the health of non-immigrants was consistent with pre-
vious studies (Baum et al., 2009; Macintyre & Ellaway, 2000). 
Safe neighborhoods certainly make it easier for neighbors to 
interact and enjoy each other’s company. However, a dangerous 
or unsafe neighborhood may breed suspicion, fear, and lack of 
trust, and have the tendency to limit physical activity of neigh-
bors even on pavements in the neighborhood, including play-
ing with kids or gardening. 
 Conversely, neighborhood trust had differential health 
impacts on immigrants and non-immigrants. Trust was not a 
significant predictor of immigrant health disparities; however, 
for non-immigrants it was found to be significant. A plausible 
explanation is, when immigrants live closer together in immi-
grant enclaves, they may naturally gravitate toward each other, 
especially based on country of origin, for emotional help and 
support. Therefore, the issue of trust and its impact is neutral-
ized, since immigrants do not see trust as a problem. Trust may 
have the potential to minimize neighborhood tensions and in-
tergroup hostility. Neighborhood trust demonstrates the poten-
tial willingness on the part of neighbors to cooperate on matters 
of mutual importance, including sharing health-promoting in-
formation and issues that are related to individuals and their 
families. Neighborhood trust of one another may be important 
for mobilizing community resources for health improvement. 
In our study, we pointed to neighborhood environment as an 
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essential social determinant of immigrant and non-immigrant 
health and health disparities. 
 Another interesting finding was the fact that English lan-
guage proficiency was found to be positively associated with 
immigrant health disparities, but not for native-born Ameri-
cans. That is, for immigrants, lack of English language profi-
ciency exacerbated health disparities. As a result, programs 
should be geared toward improving the English fluency of im-
migrants to minimize health disadvantage. The economic con-
ditions of respondents were also significant for both immigrant 
and non-immigrant health disparities. The disproportional-
ity of poverty among immigrant and non-immigrant families 
had an alarming consequence for their future health. Having 
employment and income above the federal poverty line had a 
significant effect on health disparities for both immigrants and 
non-immigrants. Therefore, improving services for poor fam-
ilies to improve their conditions is vital for counteracting the 
harmful effect of poor socio-economic status on health. 
 As expected, we unearthed health differentials between 
and within groups (i.e., racial and ethnic groups), suggesting 
drastic public health policy measures to be taken to bridge or 
reduce health inequalities among groups. This was consistent 
with previous research where researchers found health dispar-
ities among racial or minority groups in the U.S. using different 
variables (Williams & Mohammed, 2013). Unfortunately, many 
members of our society are not aware of the existence of such 
disparities among populations (Benz, Espinosa, Welsh, & Fon-
tes, 2011), or are not inclined to take appropriate action toward 
resolving the problem. 
 A fair and just society is impossible when there is pro-
longed unequal distribution of health among the population 
based on race, socio-economic status, national origin or gen-
der. For immigrants, the situation becomes complex, since their 
health outcomes are intermingled not only with health insur-
ance coverage, poverty, social isolation, and welfare, among 
others, but also with the prevailing social conditions or interac-
tions in neighborhoods. The embeddedness of health in social 
interactions and networks is pertinent to social science, and has 
important implications for social and community psychology, 
public health practice, and research. Indeed, immigrant status 
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should not be a criterion in determining who is attended to with 
respect to health policies and programmatic interventions. This 
is due, in part, to the fact that an immigrant today could be-
come a citizen in the future with a disproportionate burden of 
disease and/or chronic illness; this would have the potential to 
escalate health care costs. 
 Changing health outcomes through effective community 
interventions is a vital component of social work public health, 
and therefore understanding the full spectrum of influences 
is important. From a practice perspective, one can argue that 
programs and services for the promotion of health and reduc-
tion of risk behaviors have to be directed at population groups 
with the most need, while at the same time they need to rein-
force the protective factors that contribute to the betterment of 
health conditions. More importantly, neighborhood social cap-
ital should be maximized through the development of health 
education and promotion programs and interventions. Equally 
important is addressing interpersonal factors within neighbor-
hoods known to influence health outcomes, since peers and 
other environmental factors have a tendency to influence immi-
grants about healthy choices. 
 The differences in health based on immigrant status high-
lights the need to intensify public health educational activities 
on diseases and health in immigrant communities to promote 
behavior change for better overall health outcomes. Such educa-
tional activities should target health improvement and eventu-
ally to reduce the rate of health risk behaviors such as smoking, 
alcohol consumption, drug and substance abuse, poor nutri-
tion, exercise, etc. Public health education should help improve 
the flow of, and access to, information and resources. These 
efforts must be grounded in cultural competency, especially 
with immigrants, to avoid cross-cultural miscommunication. 
There should also be programs and services to improve the 
socio-economic conditions of families for better health.
 In summary, any approach intended to modify behavior 
and improve health through social interventions and programs 
should take into consideration the social environment and ways 
to improve social networks in communities. This is in conso-
nance with the ecological model, which presupposes that health 
disparities can be attributable not only to biological and genetic 
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functioning and predispositions, but also to behaviors, social 
networks, relationships, and the environment, thereby influenc-
ing the health of individuals, families, and communities. Con-
sequently, development of community-based or place-based 
interventions can be helpful for specific health promotional 
activities. Tapping into the social capital in neighborhoods can 
contribute to minimizing the health disadvantages among that 
specific population. 
Limitations 
 Our study had some limitations. Our design was cross-sec-
tional and therefore, the findings do not allow causal inferences 
to be made. Using a longitudinal study may expand our un-
derstanding of the direction and long-term consequences of 
neighborhood social capital on health, which our study did not 
offer. Similarly, because data for our study was not a national-
ly representative sample, it limited our ability to generalize the 
findings to other populations in other parts of the United States. 
In addition, the domains of neighborhood social capital were 
based on an individual’s perceptions. Therefore, there may have 
been subjectivity in perceptions of what actually transpired in 
neighborhoods with regard to social networks, interactions, or 
neighborhood social relationship. 
 Another limitation of this study was associated with the ag-
gregation of all immigrants into a single category of immigrant 
group. That was done for the purpose of the analyses. However, 
that assumption presupposes that immigrants are homogenous 
groups. That did not allow for the unique characteristics and 
differences of each immigrant group (based on country of ori-
gin) to be observed. As a result, our study did not demonstrate 
the health disparities of specific immigrant groups based on 
country of origin and the intra- and inter-group health dispar-
ities between the immigrants and the native-born Americans 
that may help to understand all the group differences in health 
and social capital. 
 Overall, this study contributes to the literature on social 
capital and health disparities. More specifically, we attempted 
to fill gaps in the areas of social capital or neighborhood so-
cial capital and immigrant health disparities. We applied social 
92 Journal of Sociology & Social Welfare
capital theory in determining intergroup disparities in health, 
especially among immigrants and non-immigrants.
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